Purpose: This study discusses the treatment of premature ejaculation (PE) using various approaches with the goal of evaluating the methods of diagnosis and treatment of PE in clinical practice in 2014 in South Korea.
INTRODUCTION
According to the definition published by the International Society for Sexual Medicine (ISSM) in 2008, patients with premature ejaculation (PE) cannot achieve sexual satisfaction, and the patient and his partner feel distress and discomfort. Thus, the patient lacks confidence in himself, potentially to the point of affecting everyday life, including personal relations. Therefore, patients with PE require treatment [1, 2] . The reported prevalence of PE has varied due to its various definitions [3] . However, PE is known to be a common type of sexual dysfunction [4] [5] [6] .
It has been suspected that PE may occur due to genetic, neurological, psychological, urological, and/or endocrine causes, but it is not yet certain which causes are the most relevant [7] . Since the etiology of PE has not yet been clarified, a range of treatment methods such as behavioral management; pharmacological treatment, including oral medications and topical anesthetics; and surgical treatment, which remains controversial, have been developed. According to previous research, the most common treatment method is oral medication, and selective serotonin reuptake inhibitors (SSRIs) such as dapoxetine are the most commonly used oral medications. Additionally, phosphodiesterase type 5 inhibitors and tramadol may be used as oral medications [8, 9] .
In the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, released in 2013, PE is defined as involving a time to ejaculation of less than 1 minute after vaginal penetration with ejaculation occurring before the patient wants, and the symptom must be present on an ongoing basis. The symptom must occur during almost all or all sexual activities for a period of at least 6 months, which can lead to considerable frustration. Diagnosis and treatment vary depending on the definition of PE. It is important to identify how best to diagnose and treat PE in clinical practice. Thus, this study investigated the methods of diagnosis and treatment of PE in clinical practice in 2014 in South Korea.
MATERIALS AND METHODS
We obtained a list of 614 urologists and andrologists (203 who worked in a general hospital and 203 who worked in other clinical settings) who had registered with the Korean Society for Sexual Medicine and Andrology. We asked them to participate in the survey using email from July 1, 2014 to July 29, 2014. A total of 200 respondents (50 who worked in a general hospital and 150 who worked in other clinical settings) who treated patients with PE agreed to participate and completed the questionnaire (response rate, 32.5%).
The questionnaire was composed of the following 4 parts: disease, comorbidities, diagnosis, and treatment. In the disease section, the first question asked respondents to identify the average number of patients who sought care due to their PE symptoms per month and the ratio of patients who were actually diagnosed with PE among those who were seen, and the second question asked about the age distribution of patients who visited with a complaint of PE. In the comorbidities section, the first question asked participants to identify which disease most commonly accompanied PE. The second question asked participants to identify the ratio of patients who had both erectile dysfunction and PE. The third question was a multiple-response question asking about the treatment method used for patients who had erectile dysfunction and PE. In the diagnosis section, multiple-response questions asked about the standard times to ejaculation used to diagnose PE, whether the survey respondents utilized the premature ejaculation diagnostic tool (PEDT) [10] , which patients were diagnosed using the PEDT if the survey respondents used the PEDT, and if the survey respondents did not use the PEDT, they were asked why they did not use it. In the treatment section, multiple-response questions were used to survey which factors were considered in the treatment of PE, which treatment methods were preferred by patients in descending order, and the ratio of treatment methods that were employed. Additionally, multiple-response questions were used to assess which medications were prescribed as oral PE medications and how clinicians guided patients in maximizing the effects of oral medications, as well as difficulties experienced regarding prescribing the medication after diagnosis.
Using the answers, the current status of diagnosis and treatment of PE in the field was assessed using averages that were weighted according to the number of the patients who were diagnosed with PE. Survey crafter ver. 4 .0.15 (Survey Crafter, Inc., Acton, MA, USA) was used for all statistical analyses.
RESULTS

Demographic questions
Of the survey respondents, 25% worked in general hospitals and 75% worked in other clinical settings. Urology was the major field of 99% of respondents, while the remaining 1% identified themselves as working in the field of andrology. The gender distribution was 99% male and 1% female. The number of years of experience of medical specialists was 1∼10 years for 23% of respondents, 11∼ 20 years for 46% of respondents, 21∼30 years for 27% of respondents, and more than 31 years for 5% of respondents, with an average of 17 years. The age distribution of survey respondents was as follows: 12% were 30∼39 years old, 47% were 40∼49 years old, 32% were 50∼59 years old, 9% were 60∼69 years old, and 1% were 70∼79 years old, with an average age of 49.00±7.74 years.
Disease
The median number of patients counseled for PE per month was 20 patients (interquartile range [IQR], 10∼40 patients), and the median number of patients who were actually diagnosed with PE was 14 patients (IQR, 7∼24 patients). The age distribution of PE patients was as follows: 21% of patients were in their 20s, 29% were in their 30s, 29% were in their 40s, and 21% were in their 50s or older.
Comorbidities
Erectile dysfunction was the most commonly observed comorbidity in patients visiting for PE symptoms (58% of patients), while the other comorbidities were as follows: prostatitis (25%), psychological disorders (3%), prostate hypertrophy (2%), and no comorbidity (10%). Regarding treatment, 60% of respondents indicated that medication for erectile dysfunction was prescribed first, and if that medication did not show any effects, PE medication was prescribed subsequently. Additionally, 57% of answers described the co-administration of medication for erectile dysfunction and PE, while 10% of answers stated that medication was only prescribed for erectile dysfunction, 9% indicated surgical treatment, and 8% described behavioral management.
Diagnosis
For the diagnosis of PE, the standard time to ejaculation was considered to be less than 1 minute by 12% of respondents, less than 2 minutes by 27% of respondents, less than 3 minutes by 28% of respondents, less than 5 minutes by 13% of respondents, and a patient's subjective complaint by 20% of respondents. Of the respondents, 42% stated that they used the PEDT. If the PEDT was not utilized, respondents were asked why in a multiple-response question, to which 63% of respondents who did not use the PEDT answered that they thought that the patient's subjective symptoms were more important, while 40% of respondents stated that they did not use the PEDT due to limitations in counseling time, 27% of respondents answered that they did not think it was necessary, 16% of respondents stated that it had insufficient diagnostic value, 16% of respondents replied that it was not helpful for treatment, 12% of respondents indicated that patients did not want the test, and 4% of respondents answered that they were not aware of the questionnaire.
Treatment
Multiple responses were used to assess the factors necessary to consider in PE treatment. Stability was indicated by 71% of the respondents, the price of the drug by 69%, comorbidities of the patient by 64%, PE type (primary or secondary) by 60%, adverse events by 55%, convenience and easy administration by 52%, the age of the patient by 46%, the physician's experience with prescribing the drug by 42%, the manufacturer of the drug by 12%, and insurance coverage by 12%. The treatment methods most preferred by PE patients were reported to be pharmacological treatment (87%), surgical treatment (9.5%), and behavioral management (3.5%). Adding patients' first and second choices together, pharmacological treatment was chosen by 100% of respondents, surgical treatment by 65%, and behavioral management by 35%. Respondents who worked in a general hospital had the following breakdown of responses: pharmacological treatment, 100%; surgical treatment, 44%; and behavioral management, 56%. The corresponding answers from respondents who worked in other clinical settings were as follows: pharmacological treatment, 100%; surgical treatment, 72%; and behavioral management, 27%. The treatment methods employed by the respondents were investigated, and it was found that 77% of respondents reported using pharmacological treatment, 15% reported using surgical treatment, and 14% indicated that they used behavioral management (Fig. 1) . The oral PE medication prescribed by respondents was also investigated in a multiple-response question. Of the respondents, 97% prescribed dapoxetine, 59% prescribed clomipramine, and 35% prescribed SSRIs such as sertraline, fluoxetine, and paroxetine (Fig.  2) . In response to the question about obstacles to prescribing medication, the first-ranked answer was objections from the patient regarding the drug price (42%), followed by patients' resistance to taking medication regularly despite acknowledging its necessity (38%), and patients' preferences for a one-time treatment, such as surgical treatment (14%). However, when the first-ranked and secondranked answers were added together, the most common answer was patients' resistance to taking medication regularly despite acknowledging its necessity (78%) (Fig. 3) . 
DISCUSSION
Shindel et al [11] reported that the majority of the urologists in the United States diagnosed PE based on patients' complaints, and that on-demand SSRI therapy was the most commonly selected first line of treatment. Since the diagnosis is made only on the basis of subjective factors, the diagnosis rate varies among physicians. In this study, it can be seen that consultations regarding PE took place more frequently in general hospitals than in clinics, but that PE was diagnosed in a higher percentage of cases in clinics, which may be explained by the tendency of non-hospital clinics to have more relaxed criteria.
The PEDT is used as a tool to objectively diagnose PE [12] . The PEDT contains 5 questions, and it can be used to diagnose PE based on the sum of scores of 0 to 4 points for each item. In this study, respondents stated that they did not use the PEDT because they thought that the patients' subjective symptoms were more important or due to limitations in counseling time. This shows that in numerous cases, respondents still diagnose PE based on subjective symptoms. It also seems that additional research is needed regarding the diagnostic value of the PEDT as an objective tool for the more accurate diagnosis and assessment of PE.
The squeeze technique and the stop-start technique were widely used as behavioral management strategies [13] . However, these behavioral managements require a partner's help and are associated with recurrence. However, a study reported that behavioral management together with the pharmacological treatment led to more effective treatment than the pharmacological treatment alone [14] .
In fact, 14% of respondents indicated using behavioral management, so it is clearly a relevant treatment method.
In the 1970s, delayed ejaculation was observed in men who were taking SSRIs for depression. Thus, antidepressants such as clomipramine and SSRIs including fluoxetine, paroxetine, and sertraline were used to treat PE [13, [15] [16] [17] . This reflects off-label use, since these medications have not been approved for PE. Dapoxetine is a SSRI with a short half-life, and it is the first drug to have been approved for PE treatment. In several studies, the effectiveness of dapoxetine has been demonstrated, and it is currently widely used around the world [18] [19] [20] . In this study, dapoxetine was found to be the most widely prescribed medication. Jiann and Huang [21] reported that the satisfaction rate and response rate to dapoxetine treatment were 45.0% and 74.6%, respectively, demonstrating a gap between the efficacy of dapoxetine and patient expectations regarding the treatment of PE. However, in this study, off-label medications were found to be widely used, especially in non-hospital clinics, which may be due to the relatively expensive price of dapoxetine and pressure from patients who want to keep taking previous medications.
The surgical treatment of PE is controversial due to the lack of academic proof of its efficacy. Surgical treatment is not included in the guidelines of the European Association of Urology on PE. Additionally, the ISSM guidelines state that there is a lack of evidence regarding PE surgery, and that it may cause sexual dysfunction and is therefore not recommended [22] . It has also been reported that circumcision was not found to help treat PE [23] . However, one study reported that selective neurectomy of the dorsal nerves of the penis was an effective treatment of PE [24] . In 2004, it was announced that penis augmentation using hyaluronic acid is a safe and effective way to reduce sensation in the glans, and that 68% of patients were satisfied with this treatment [25] . In this study, it was found that respondents working in non-hospital clinics thought that patients preferred surgical treatment to a greater extent than the respondents working in general hospitals, and that they showed a relative preference for surgical treatment (3% vs. 18%). These results confirm those that have been reported in earlier studies [26] .
The most commonly observed comorbidity in patients seeking care for PE was erectile dysfunction (58%). Respondents were asked about treatment methods for male patients with PE and erectile dysfunction, and the 60% of the answers stated that medication for erectile dysfunction was prescribed first, and if the medication did not lead to any improvement, PE medication was prescribed afterward. Previous studies have found that if a patient has erectile dysfunction and PE at the same time, it is more effective for the erectile dysfunction medication to be taken first [27, 28] .
Participants were asked to rank obstacles in prescribing medication for patients, and the first-ranked answer was objections from patients regarding drug prices. Thus, the price of oral medication is an important factor in PE treatment. Moreover, some patients prefer surgical treatment because it only requires a one-time treatment. These are the challenges that oral medication must overcome (Fig. 3) .
The principal limitation of this study is that it did not survey all urologists. In addition, by using weighted averages, the medical practices of clinicians who examine many PE patients may have been overemphasized. Despite these limitations, not been enough studies have been performed on the diagnosis and treatment of PE in clinical practice. Our study will be a useful aid in the treatment of patients with PE. Further studies with larger sample sizes are necessary to more accurately characterize the diagnosis and treatment of PE in clinical practice.
CONCLUSIONS
In 2014 in South Korea, various diagnostic methods and treatment methods were used for PE. The most commonly used treatment was the oral administration of dapoxetine. Additionally, it was found that surgical treatment was performed in some cases. If diagnostic criteria and treatment methods are standardized by the establishment of PE guidelines via large, prospective studies, better therapeutic results may be expected.
